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Exhibits: The colon, a coloured drawing of the same, and microscopical sections.
DISCUSSION.
Mr. LOCKHART MUMMERY said he considered that the case was one of mesenteric thrombosis. The only comparable condition he had seen was one the specimen of which was sent him from Leeds, and a drawing of which he had used in his Jacksonian Essay. In that, however, there was not the same amount of cedema of the mucous membrane, but there was the sharp line at either end of the region; it involved practically the same portion of bowel, was in a patient of the same age, and the symptoms were similar.
Dr. HALE WHITE said that the sharp demarcation showed that the view taken was the most likely. The extraordinary point was that the thrombosis did not spread farther back into the other veins, or implicate a larger piece of gut. Sir William Gull recorded such a condition. It was difficult to know whether the block was in the artery or in the vein, unless one dissected it out.
A Case of Right Duodenal Hernia. By H. W. CARSON, F.R.C.S. THE patient was a man, aged 29. He was one of a family of twelve, eight of whom had died, the last one of a tuberculous throat disease. He was admitted to hospital on November 11, 1906. In 1902 he had had pain in the epigastrium, which lasted for a fortnight and passed off completely. This attack had no relation to the taking of food and there was no vomiting. In February, 1906, having been in perfect health in the meanwhile, he had a similar attack, and at the end of June, 1906, a similar attack, which has not altogether cleared up. He says he is troubled with " wind," which comes up to a painful spot in the epigastrium and then suddenly passes away. The painful spot is slightly above and to right of umbilicus. He has vomited on several occasions, but managed to take food well. Since this attack his bowels have been loose about twice a week, with constipation at other times. He has not lost flesh. For the last fortnight vomiting (dark green material) has occurred every day or two. November 17, 1906: Constant vomiting. Losing strength. The epigastrium is occupied by a smooth distension, but below the umbilicus the abdomen is concave. Bowels have not been open since admission, but flatus has followed an enema.
Operation: Median epigastric incision. The stomach and first two parts of the duodenum are distended, the rest of the duodenum and small intestine is invisible. Lying to right of the pylorus are two portions of intestine apparently linked together-one duodenum, the other the ascending colon. The veins of the descending colon and sigmoid are enormously dilated. The ascending colon and caecum have long mesenteries; they are collapsed, but the ascending colon contains some hard faecal material. The small intestine was withdrawn in a collapsed condition from a sac situated behind the peritoneum in front of the right kidney, and was found to have a double axial twist from left to right, completely obstructing the whole of the intestines at the neck of the sac. When the twist was released the two portions of intestine previously mentioned as linked together were freed also. It was now seen that the ascending portion of the duodenum and the duodenojejunal junction had a long mesentery and were not in any way fixed to the posterior wall. The neck of the sac was large, the anterior margin containingr the superior mesenteric artery, the posterior containing the inferior mesenteric vein. No attempt was made to close the opening.
The patient made an uninterrupted recovery and was discharged on December 15, 1906. 'This case is the eighteenth recorded, the last being reported to the Clinical Society in 1906 by the late Mr. Percy Paton.' I Trans. CliGu. Soc. Lond., 1906, xxxix, p. 139. 
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The site of origin of this hernia is still a matter of debate. Klob, who reported the first case of right duodenal hernia in 1861, suggested that they originate in the inferior duodenal fossa. Treves, Jonnesco and Treitz are of the same opinion. Moynihan maintains that left duodenal hernia arises in the paraduodenal fossa of Landzert, right duodenal hernia originating in the fossa of Waldeyer. Gruber, in 1862, maintained that right duodenal hernia was due to a right-sided position of the fossa duodeno-jejunalis of Treitz, the duodenum, instead of terminating on the left side of the spine, taking a shape like the letter S and terminating to the right of the lumbar vertebre. Brbsike maintained that for a right duodenal hernia to occur there must be a fusion of the first few inches of the jejunum with the posterior wall. The two last opinions are so absolutely opposed to one another that it is of interest to point out that in the present case the ascending part of the duodenum and the commencement of the jejunum had free mesenteries, and as in Gruber's case the duodeno-jejunal junction was to the right of the lumbar vertebrae. The point of outstanding interest in this case is the obstruction of the inferior mesenteric vein, which would suggest that it was in connexion with the neck of the sac. This vein forms the outer and upper edge of the neck of the paraduodenal fossa; it has been found, though not invariably, in the free outer edge of the inferior duodenal fossa, but it is some distance from the neck of the fossa of Waldeyer, and it is doubtful whether in the present gase, as the intestines were collapsed, there would be sufficient traction at the neck of the sac to cause a drag on the vein. It is hardly possible that this case is an instance of a hernia into the infraduodenal fossa (of which only one case is reported by Moynihan), as the superior mensenteric artery has normally no relation to it. The axial rotation of the contents of the sac has been noted on several occasions.
